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IMPROVEMENT IN THE VARIOUS METH- 
ODS OF LOCAL ANESTHESIA FOR EX- 
TENSIVE ABDOMINAL OPERATIONS. 


ProFessor Dr. HANs FINSTERER, 


VIENNA. 


Since the introduction of the employment of novo- 
cain and epinephrin (adrenalin) by Braun, local anes- 
thesia has spread more and more in Germany and 
Austria. Of abdominal operations only such as gas- 
trostomy and jejunostomy used to be performed un- 
der local axesthesia. But that very large and difficult 
abdominal operations, such as extensive stomach and 
intestinal resections, can be performed entirely with- 
out general narco-is by the present technic of local 
anesthesia, that just in these severe operations the 
exclusion of general narcesis may be downright de- 
cisive for the further course, is probably but little 
known as yet. In Germany but very few absolute 
adherents of this method have been found. Among 
them are Braur, Hackenbruch, and Reinhard. I do 
not knew whether as yet local anesthesia is employed 
i1 America and England in the severe abdominal 
operations. According to statements by Wiener of 
New York this does not seem to be the case, since he 
points out as great progress of late years that ap- 
pendicitis operations may be performed under local 
anesthesia. 

Local anesthesia is far superior to general nar- 
cosis for the mere reason that the contraindications to 
narcosis which held good heretofore and because 
thereof to the operation itself, namely, severe affec- 
tions of the heart and lungs, advanced age and pro- 
gressive cachexia are of no importance in local anes- 
thesia so that we can still operate upon patients for 
whom every physician must decline an operation un- 
der general narcosis. This mears that with the sys- 
tematic improvement ef local anesthesia its field of 
usefulness can be greatly eslarged. 


In order to bring about complete painlessness in 
abdominal operations it is absolutely necessary to 
follow the technic. of local anesthesia exactly. On 
the basis of my own experience in more than fifteen 
hundred laparotomies performed by me under local 
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anesthesia, I can but confirm the statements elsewhere 
in regard to similar operations by Lennander, Kap- 
pis, and others. The opening and suturing of the 
peritoneum of the anterior abdominal wall is the most 
painful part of the operation. It is therefore abso- 
lutely necessary to avoid this pain, and this can be 
achieved, as for example in laparotomy of the upper 
abdominal region, by making the abdominal walls in- 
sensible to pain with fan-shaped injections of a half 
per cent. solution of novocain on the outer margin of 
the rectus. The infiltration of the section surface 
alone does not suffice, because the pressure of the 
abdominal spatula on the lateral portion of the al- 
ready sensitive peritoneum causes pain. In all lap- 
arotomies, therefore, the conducting nerves must be 
btocked at least a hand’s breadth centrally from the 
incisicn by a1 exact conducting anesthesia. 

The touchi-g and squeezing of stomach and intes- 
tines are painless if pulling of the mesentery is 
avoided. The mesentery itself contains pain-con- 
ducting rerves, therefore this also must be blocked 
by novocain. 

In order te. carry out a stomach resection actually 
without pain we must, besides an exact conducting 
a-esthe:ia of the abdominal walls, inject a novocain 
solution of thirty to forty cubic centimeters at the 
base of the small cementum into the ligamentum hep- 
ato-duode~ale, at the base of the mesocolon transver- 
sum, in the peritoneal transit of the pancreas. For 
a resection of the small intestines the injection is 
made at the ba:e of the mesentery. As the stomach, 
the small intestine and the gall-bladder are supplied 
by the nervi splanchnici, these can be made insensible 
by an injection of seventy to one hundred cubic 
centimeters of a one-half per cent. novocain solution 
on the anterior surface of the twelfth thoracic verte- 
bra (splanchnicus anesthesia according to Braun). 
By an exact conducting anesthesia, stomach resec- 
tions may be performed absolutely without pain and 
without the slightest help of ether. In my 157 stem- 
ach resections for cancer I performed more than two- 
thirds under pure local anesthesia, therefore without 
the slightest help of ether. In the remaining cases, 
particularly in long operations taking three hours, 
the amount of ether was only twenty to one hundred 
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cubic centimeters.* The amount of ether possibly 
necessary is so trifling that even in chronic pulmo- 
nary affections it is of no significance. 

In the urgent operations for intestinal obstruction, 
or peritonitis, the indications for local anesthesia 
may be considerably enlarged. As in such affections a 
paralysis of the vasomotor nerve is present, and con- 
sequently a diminution of blood pressure, we must 
avoid any further decrease of the blood pressure end- 
ing in a collapse. Therefore we may employ neither 
chloroform nor a deep ether narcosis, as these would 
decrease the blood pressure. But in these affections 
the central application of novocain in the form of lum- 
bar anesthesia or of paravertebral conducting anes- 
thesia is contraindicated, as either may lead to di- 
minution of the blood pressure and therewith to col- 
lapse. In these operations I consider an exact con- 
ducting anesthesia of the abdominal walls for the 
opening of the abdomen combined with a short ether 
narcosis for the purpose of finding the cause of the 
intestinal occlusion, as the best anesthesia, because 
the blood pressure is not diminished thereby, but, on 
the contrary, the ether narcosis raises the blcod pres- 
sure which is diminished by the eventration of the 
intestinal loops. In this way I was able in a case of 
volvulus of the flexura sigmoidea in spite of the very 
bad general condition (pulse one hundred and sixty, 
scarcely perceptible, cold perspiration, cyanosis) to 
successfully perform the resection of the enormously 
large already gangrenous flexure which contained 
ten liters, with subsequent circular intestinal suture. 
A woman, seventy-one years old, came for an 
operation fifteen hours after perforation of an ulcus 
duodeni and diffuse peritonitis; her pulse was irreg- 
ular and could be made palpable only after an intra- 
venous infusion of physiological salt solution and ad- 
renalin. I performed this operation under local anes- 
thesia, together with 10 cc. of ether, which was given 
drop after drop only as a stimulant. The operation 
was: suturing over the perforation in the duodenum, 
exclusion of the pylorus and posterior gastro-enter- 
ostomy, irrigation of the abdomen with large quanti- 
ties of physiological salt solution. The patient not 
only underwent the operation exceedingly well in 
spite of her generally bad condition, but she is still, 
three years since the operation, in complete health. 
I could add many instances which go to show that 


*In penetrating stomach ulcers which in themselves are 
exceedingly painful, the resection under local anesthesia alone 
is.also possible, but the number of cases in which some ether 
had to be given for mobilization of the stomach was greater 
than in cancer (more than half of the cases). Since we use 
splanchnicus anesthesia this help from ether has become 
superfluous. 


with this kind of anesthesia we need not decline any 
such operations, 


The use of local anesthesia favorably influences 
the post-operative course also. As long as eight 
years ago I was able to make the assertion in one of 
my works that the cases of death of so-called opera- 
tion shock, which is to be interpreted only as pro- 
tracted narcosis effect, can be entirely avoided, and 
that the post-operative stomach and intestinal atonies 
with secondary stomach dilatation and peritonitis 
are almost wholly missing. I can now, on the basis 
of more than fifteen hundred laparotomies under 
local anesthesia, fully confirm this important fact. 
I have among my 157 resections for cancer of the 
stomach and 279 for ulcer as yet had no case of 
death in immediate connection with the operation, 
that is, of so-called operation shock, though there 
were cases “where the body-weight was less than 
thirty kilograms. Hackenbruch and Reinhard have 
also confirmed the fact that the post-operative course 
even after the severest operations is quite unusually 
good. 

By local anesthesia the fatal lung complications 
are also almost entirely avoided. I myself have no 
case to record of death from post-operative pneu- 
monia among my stomach resections for ulcer. 


Among them are 28 cases of patients between sixty 


and seventy-six years of age who mostly suffered 
from severe chronic bronchitis and emphysema be- 
fore the operation. All these 28 cases were cured 
without any complication. As a matter of course, old 
people must be constantly encouraged to clear their 
lungs in spite of the pain, so that no retention pneu- 
monias may develop as consequences of bronchitis. 


In the resections for cancer of the stomach, to be 


sure, I had five cases of death from lobular reten- 
tion pneumonias; but this is easily explained by my 
liberal attitude toward indication for resecton in cases 
of cancer, even in high-grade cachexia and great age, 
so that the patients are no longer strong enough to 
clear their lungs. As neither heart nor lungs are in- 
jured by a narcotic, the patient—should it actually 
come to a broncho-pneumonia (from rapid cooling 
off in the operation room)—get over it more easily 
since the prognosis of this disease depends chiefly on 
the endurance of the heart action. 


The exclusion of general narcosis will enable us 
toa achieve considerably better results in the major 
abdominal operations. While, for instance, in cancer 
of the stomach resection has hitherto shown a mor- 
tality of twenty to thirty per cent., even with careful 
selection of the cases, I have a mortality of only 17.4 
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per cent. among my 157 cancer resections. Here it 
must be noted, too, that, contrary to the former 
standpoint, I have resected in cases of liver metas- 
sases and ascites on account of the hemorrhage and 
ichorous suppuration, and that a spread of the cancer 
to the oesophagus and to the pancreas and liver has 
not deterred me from the resection. Therefore the 
number of resections is considerably greater than 
that of the gastro-enterostomies (157 resections, 59 
gastro-enterostomies, 51 exploratory laparotomies). 
After exclusion of the no longer radically operable 
cancers, which are everywhere excluded from opera- 
tion, the mortality among my resections amounts only 
to 8.3 per cent. Whether a cancer is still operable 
can, excepting in demonstrated liver metastases and 
ascitis, be decided only by laparotomy. Therefore 
this should be performed under local anesthesia, 
which is completely without danger, in every case. 
Three years ago in a woman seventy years old who 
had had a cancer diagnosed six months previously, 
but the operation considered impossible on account of 
her age, I extirpated almost the whole stomach with 
complete success. Many such a similar case might be 
mentioned. Since the introduction of local anes- 
thesia we are in duty bound to perform exploratory 
laparotomy in every justified suspicion of cancer so 
that we can operate upon it as early as possible. 
Resection in case of stomach and duodenal ulcus 
has considerably better results. Although, without 
exception, I performed resection in all cases, even 
when the patient was very old and greatly emaciated 
(twenty-nine kilos), the immediate mortality in 279 
resections was only 6.7 per cent. Even of the resec- 
tions for ulcus duodeni, an operation which is still 
declined by many surgeons as too difficult and dan- 
gerous, I have to record a mortality of 4.5 per cent. 
among 132 cases, which for the last two and one-half 
years has, by additional experience, been reduced to 
1.2 per cent among 84 cases. Of these there are 
several cases I would mention, for instance, that of 
a very cachectic woman of sixty four and one of 
seventy-two, whom physicians who operate only un- 
der complete narcosis had refused operation, yet in 
whom I performed the resection under local anes- 
thesia. The operation was completely successful in 
both cases and ran a better course than in an ordi- 
nary gastro-enterostomy under complete narcosis. 
In cases of resections performed at the stage of 


~ stomach and duodenal hemorrhages dangerous to life 


we must be very cautious with the quantity of novo- 
cain. Only one-quarter per cent. solutions, instead 
of one-half per cent. should be used, because the 
usual novocain doses would prove dangerous for 


patients deprived of so much blood. With observ- 
ance of such careful measures very good results may 
be achieved, even despite hemorrhages of long 
standing and very severe anemias (pulse no longer 
palpable at the wrist). Until now I have had only 
two cases of death to record in 19 resections on ac- 
count of severest hemorrhages from stomach and 
duodenal ulcers, that is 10.5 per cent. mortality. 
This is certainly a very good result if it be considered 
that almost all these cases had been previously treated 
internally without success and had finally been sent 
for operation in a dying state. 

Extensive intestinal operations also, even at ad- 
vanced age, become almost harmless operations. 
Among 46 resections of the small intestine I had 14 
patients aged sixty to eighty-two, of whom only one 
died, a woman sixty-five years old with incarcerated 
umbilical hernia, intestinal gangrene, phlegmonous 
inflammation of the hernial sac and diffuse perito- 
nitis, All the other cases came to a cure without com- 
plications. In the severe umbilical hernias of stout 
women it is absolutely necessary to apply only a one- 
quarter per cent. instead of one-half per cent. solu- 
tion of novocain on account of the large quantities of 
fluid. 

Resection of the large intestine with subsequent 
suture can be performed with perfect precision be- 
cause the local anesthesia leaves us unlimited time 
for the three layer button suture which is bound to 
hold absolutely. I myself have had only 4 deaths 
among 59 primary resections of the large intestine 
with suture, a mortality of 6.3 per cent. But even 
in these cases the sutures remained completely firm. 
In comparison with previous results of resection of 
the large intestine (twenty to thirty per cent. mor- 
tality), those under local anesthesia are to be desig- 
nated as very good. Reichel also points out the ad- 
vantages of local anesthesia for suture of the large 
intestine (14 resections of the large intestine under 
local anesthesia without any death). 

For resections of the large intestine paraver- 
tebral conducting anesthesia (injection from the tenth 
dorsal nerve to the third lumbar nerve bilaterally) 
may be advantageously applied. In local anesthesia 
of the abdominal walls alone and subsequent infiltra- 
tion of the mesocolon a little ether may possibly be- 
come necessary at the moment of mobilization. 

For the past six years I have performed nearly all 
operations for appendicitis under local anesthesia. In- 
formation as to the proper technic to be found in the 
Medizinische Klinik, 1917. Of 226 interval opera- 
tions, 88 per cent. could be performed entirely under 
local anesthesia. In the remaining cases a little ether 
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(up to twenty cc.) was necessary for detaching the 
severe adhesions present. All the cases healed with- 
out complications. I employ local anesthesia in cases 
of acute appendicitis also; however, a little ether in 
thirty per cent. of the cases must be used as a help. 
The results are very good. In 185 cases, among 
them 74 perforations of the appendix and circum- 
scribed peritonitis beneath the transverse colon, I 
have only one death to record, from pulmonary em- 
bolus on the sixth day after the operation, resulting 
from a thrombosis of the left vena hypogastrica. 
Therefore, the mortality in acute appendicitis 
amounts to only 0.5 per cent. 


In diffuse peritonitis also, when suppuration can 
already be demonstrated above the transverse colon 
between liver and diaphragm, the favorable influence 
of local anesthesia shows. While of 7 cases of for- 
mer years operated under Billroth narcosis 6 died, 
and of 8 cases of peritonitis under ether narcosis 4 
died, I have ta record only 3 deaths among my latest 
19 cases of peritonitis. In my opinion the explana- 
tion of this surprising fact is, first, that the intestinal 
paralysis caused by the affection is rot intensified as 
under general narcosis, particularly chloroform nar- 
cosis, and, second, that the severe injuries to the 
liver that may be observed (according to Sprengel) 
just in the acute abdominal affections i1 co1nection 
with chloroform narcoses, are entirely absent. For 
the six years that I have occupied an independent 
position I have had altogether one death, the one 
above-mentioned of pulmonary embolus, among 156 
cases of acute appendicitis including g cases of dif- 
fuse peritonitis. I ascribe these excellert results 
chiefly to the omission of deep general narcosis. 


The extirpation of the gall-bladdcr may likewise be 
performed under local anesthesia. To he sure, for 
this an exact local anesthesia of the peritoneum of 
the posterior abdominal wall is necessary, which is 
best done by the splanchnicus anesthesia, according 
to Kappis or Braun. In conducting aresthesia of the 
abdominal walls and infiltration of the ligamentum 
hepato-duodenale, a little ether (30 to 5occ.) is neces- 
sary under certain conditions. The assertion of in- 
ternists that the removal of the gall-bladder is still a 
very dangerous operation on account of the numer- 
ous deaths immediately following is ro longer quite 
‘true, particularly with local anesthesia. 1 myself 
have had not a single case of death immediately after 
the operation, although, to be sure, my material was 
small, 104 cases. Here alco it is of great im»ortance 
that even the smallest quantities of chloroform, as 
in the Billroth mixture for instance, be excluded 


since, according to Spengel, the smallest quantities 
suffice to cause a fatally acute atrophy of the liver. 

The instances mentioned surely prove that the re- 
sults of even the severe abdominal operations may 
be greatly improved by the application of local anes- 
thesia. Therefore it is the task of scientific research 
to further perfect the methods of local anesthesia by 
discovering new, less poisonous and more effective 
means than novocain. The combination of quinine 
and urea hydrochlorid, employed abroad and alleged 
to produce anesthesia protracted up to ten days 
seems to me to be effective with injection at the sec- 
tion surface, but not for a conducting anesthesia. In 
my experiments prior to 1914 with this combination 
I was not able to produce complete anesthesia dur- 
ing the operation. Therefore further experiments 
are necessary to show whether this preparation will 
prove better as an anesthetic than novocain. 


COMPLETE PROLAPSE OF THE RECTUM. 
Cuartes J. Drueck, M. D., 
Professor of Rectal Diseases, Post-Graduate Medi- 


cal School and Ho pital, 
Cucaco, Its. 


MECHANISM. 


Complete prolapse of the rectum consists in the de- 


scent of all of the coats of the rectum and is a far 
more serious condition than the partial variety be- 
cause of the invalidiem which it induces as well as 
the complications which are ever present. In this va- 
riety the mucous membrane is in its rormal relation 
to the other coats of the bowel, but the entire rectum 
is protruded from the azus avd has lost its normal 
relationship to the other pelvic viscera. 

Two differert types of pathological cliange con- 
tribute to procidentia :— 

1. Extreme mobility of the rectum and the elonga- 
tion of its supports may be the re-ult of imperfect 
prenatal fixation or of traumatic conditions, either 
of which permit of constant dragvirg of the rectal 
attachments and supperts. The intra-abdominal 
pressure exerted at stool is applied to the recto-sacral 
ligaments. 

Quenu, quoted by Lynch, says: “The uterus and 
rectum have a common means of suspension ; there- 
fore any cause bringing about the fall of one endan- 
gers the fixity of the other. Hysterectomy deprives 
the rectum of the anterior support afforded it nor- 
mally by the uterus. The weakening of the pelvic 
floor favors the prolapse of both of these organs”. 

The pelvic cavity is funnel-shaped and from its 
lower opening protrudes the rectum, held in place 
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by the peri-rectal areolar tissue and fascia, the leva- 
tor ani, the recto-coccygei, and the two sphincter 
muscles which are interleaved or woven into the pel- 
vic fascia. 

The pelvic fascia is a continuation of the lumbar, 
iliac and transversalis fasciae and supports the abdo- 
minal contents from below. It is attached to the bony 
framework of the pelvis; in front to the inner sur- 
face of the pubic bone; on the sides, to the ilio-pec- 
tineal line; posteriorly, just above the attachment of 
the pyriformis, and to the anterior surface of the 
sacrum; and thus it binds the pelvic organs firmly to- 
gether. From this level the fascia dips down be- 
tween the pelvic organs, forming the obturator fascia 
and the recto-vesical fascia, covering the levator 
muscle and also forming the deep layer of the triang- 
ular ligament. These structures form the true pelvic 


floor, but from these are projected extensions be- 


tween and about all the pelvic organs which become 
accessory ligaments of these organs. The true pelvic 
floor is a fixed structure, but the fascial branches 
between these organs are suspensory stays allowing 
considerable play. It is these rectal stays which offer 
the resistance during the straining at stool which is 
necessary to prevent displacement of the rectum. 
When these stays become flabby from repeated or 
excessive stretching, they lose their contractile power 
and the organ they support drops away. A lacerated 
perineum destroys the fascia holding the rectum to 
the levator ani, and the powerful intra-rectal pressure 
scon pushes the rectal wall into the vaginal outlet. 
The protrusion in turn tends to further relax the 
musculo-fibrous structures. 

2. In other cases a defect in the pelvic fascia per- 
mits a hernia of the pelvic bowel. This defect may 
sometimes be developmental. 


In early embryological life the peritoneal pouch 
reaches almost to the perineum. Later it recedes and 
if this recession process stops early the cul-de-sac of 
Douglas will be deeper than is normal. Thus con- 
genital malformation of the sac may be one of the 
factors in the origin of the hernia. If there is also 
a developmental defect in the transversalis fascia it 
requires but little increased intra-abdominal pres- 
sure to'drive the peritoneum as a wedge along the 
prolongation of the transversalis fascia. This is the 
incipient stage of prolapse. 

The peritoneal covering of the anterior wall of 
the rectum is very adherent to the deeper coats and 
does not separate into a distinct peritoneal sac. The 
levator ani muscle and the very dense fascia on its 
lower surface also constitute a firm support to the 


perineal body and prevent a downward progression 
of the hernia. The line of least resistance seems to 
be through the muscular wall of the rectum, thus per- 
mitting the hernial development. (Incomplete pro- 
lapse of rectum). The hernia now drives backward 
until it meets the resistance of the sacrum and coccyy 
when it is deflected downward through the recta 
lumen, ultimately forcing the sphincters and appear- 
ing externally. (Complete prolapse of rectum). 


In every case presented, the condition of the sig- 
moid, the levator muscle and the depth of the cul-de- 
sac must be considereed. Zuckerkand] believes that 
an abnormally deep cul-de-sac acts as a pocket for 
the intestines which by their pneumatic pressure pry 
apart the musculature. In this manner whenever the 
protrusion is two inches or more in length we may 
expect that a fold of peritoneum, a coil of small in- 
testine, an ovary or a part of the bladder wall is in- 
cluded. 


Several factors may contribute to the development 
of the prolapse, and in the case at hand a combina- 
tion of these may he found. Complete prolapse 
usually comes on slowly through long continued ac- 
tion of the primary cause, but in either children or 
adults it may come on suddenly as a result of severe 
straining during heavy lifting or as a result of a 
crushing accident or fall. 

It may arise from tumor or stricture high in the 
rectum, which causes persistent peristalsis or strain- 
ing at stool. Ordinarily about three to six inches may 
appear, although the whole colon and even part of 
the small intestine has been reported to protrude. 
Tillman cites a prolapse as large as a child’s head. 


When protrusion has taken place suddenly it may 
be constricted by the sphincter muscle and its reduc- 
tion may be difficult. The complete type never de- 
velops from the incomplete type, nor as a complica- 
tion with hemorrhoids or other tumors arising from 
the anal canal because these are situated near the anal 
outlet and drag down the mucous membrane only 
to such an extent as is permitted by the stretching of 
the elastic connective tissue of the submucosa. 

SYMPTOMS. 

The symptoms of complete prolapse are much the 
same as those of the incomplete type. The complete 
prolapse begins within the rectum and protrudes 
through the anal orifice, thus leaving a sulcus between 
the prolapsing gut and the anal margin. The distin- 
guishing feature of a complete prolapse of small ex- 
tent from an incomplete one of the same size is that 
the external surface of the protruding tumor is not 
continuous with the anal skin margin. There is no 
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sulcus between the prolapse and the anal margin in 
the incomplete prolapse. | 

The protrusion is thick, firm and pyriform in 
shape, and when not more than three inches are pres- 
ent, the prolapse will exterid straight out at right 
angle to the buttock with a slit-like orifice in the 
lower end. When more than this appears, traction 
upon the mesorectum draws the tumor backward 
toward the coccyx and the orfice will be on the pos- 
terior surface. In exaggerated cases where the 
mesorectum and mesosigmoid are both dragged upon, 
the prolapse may make two or three corkscrew cir- 
cuits. Sometimes in females the traction is forward, 
because of vaginal attachments. 

In old cases a hyperthophy of the exposed tissue 
occurs. All of the coats of the bowel are edematous 
and swollen and often ulcerated. The mucous mem- 
brane is thick, dense and leathery in structure in the 
frequently prolapsed parts. The submucous areolar 
tissues are infiltrated with a hyaline substance, and 
the muscular layers are hypertrophied. The extruded 
part is therefore enlarged not only by edema and con- 
gestion, but also by the development of new struc- 
tures. Therefore, the prolapse does not recede to its 
normal size when replaced and is often too large to 
be retained, and descends the next time the bowels 
move. 

In old or extreme cases replacement is difficult 
and painful, although gradually the anus becomes 
patulous and the sphincter so paralyzed that each 
time the sufferer defecates or even moves about, the 
mass protrudes and makes his life a burden. The 
bowel is abnormally increased in size, and too large 
for its proper position within the pelvis, and al- 
though it may be reduced, it will not remain so be- 
cause the tenesmus set up by its presence expels it 
promptly. In some instances the mucous membrane 
is eroded and granular and easily bleeds. In such 
cases the odor of the sloughing tissues may simulate 
malignant disease. A prolapse that has protruded 
for some time is often accompanied with an oozing 
hemorrhage, which requires astringents to control. 


In children the procidentia occurs only at stool, but 
in aged persons with relaxed sphincters it may be 
down all the time. Constipation is the rule unless 
excoriation has occurred, when a teasing diarrhea 
may be present. In either instance bloody and mu- 
cous discharges are present, and later fecal inconti- 
nence comes on. Pain is complained of only when 
there is ulceration of the prolapse or when spasm of 
the sphincters occurs, which constricts the prolapsed 
bowel. Strangulation is present only in young and 


robust persons, and is rare in infants or the aged. 
When it does occur it may be only temporary, but if 
it continues, ulceration and gangrene will follow 
which may terminate fatally if the peritoneum is in- 
volved. When the lower part of the rectum alone is 
involved in the gangrene, a spontaneous cure may 
take place, but by the separation of the protrusion and 
the resulting cicatrix a stricture is finally produced 
which leaves the patient in a more deplorable condi- 
tion than before. 


COMPLICATIONS. 


Complications are prone to arise with the involve- 
ment of the peritoneal coat, for it is likely to carry 
down with it a loop of small intestine, an ovary or the 
bladder wall. When these organs are brought down, 
they are usually detected by touch and are generally 
found in the anterior part of the tumor. The intes- 
tine slips away from between the fingers with a gurg- 
ling sound, due to the contained gas, or sometimes 
percussion demonstrates it by resonance. In the 
early stage the loops of the bowel are contained only 
in the anterior part of the prolapse and cause a 
rounded, tense prominence of this portion. But if 
the protrusion is large the loops may wholly surround 
the prolapsed bowel, except at the mesenteric attach- 
ment. In practise, if the buttocks are raised, the 
hernia usually recedes with a gurgling sound, and the 
prolapse may then be easily reduced. Adhesion be- 
tween the loop of the small bowel and the prolapsed 
rectum may occur and strangulation result, because 
the hernia cannot be reduced, or if the strangulation 
is not promptly relieved, death ensues from perfora- 
tion of the bowel and peritonitis. If an overy is in- 
cluded in the prolapse, pressure on it causes a faint, 
sickening feeling; if the bladder, this is shown by in- 
troducing a sound through the urethra. Each condi- 
tion constitutes a true hernia of the prolapse and 
must be immediately replaced, if possible, because 
spontaneous rupture of the rectal wall or of the peri- 
toneal cul-de-sac and evisceration of the intestines 
has occurred and, of course, adds a most serious com- 
plication. Usually there is no sulcus or depressed 
line visible at the peritoneal or bladder junction with 
the bowel, and so there is no way of determining by 
inspection the presence or absence of peritoneum or 
bladder in the prelapse. 


DIAGNOSIS. 


The differential diagnosis between the partial and 
the complete prolapse is often important. Prolapse 
of the mucous membrane alone is usually recent, the 
tumor is small, thin and soft to the touch, and the 
folds radiate from the orifice which is circular and 
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patulous. When the deeper coats are involved the 
case is usually of long standing, the tumor is large 
and conical in shape, and its walls are thick and firm. 
The opening into the bowel is slit-like, and usually 
points backward owing to the traction of the meso- 
colon, or points forward because of the vaginal at- 
tachments. 

Hemorrhoids or neoplasms of the rectum that pro- 
lapse are differentiated by their irregular and lobu- 
lated shape and by finding other parts of the reetal 
circumference remaining in situ. Excoriation and 
hypertrophy resulting from the discharge may sfmu- 
late epithelioma and may be differentiated only by a 
microscopical examination. 

30 NortH MicHIGAN AVENUE. 


PLASTIC AND COSMETIC SURGERY OF 
THE HEAD AND NECK. 
H. Lyons Hunt, MD.., L.R.C.S., (Edin.) 
and 
Gustav M.D., F.A.C.S., 


New City. 


KELoID. 

These are partially innocent formations which, de- 
pending rather on the point of view than on actuality, 
vary from exaggerated scar formations, to new 
growths of odd sizes and characteristics, bordering 
almost on the malignant. Hyphertrophied cicatrix is 
net keloid, morphologically or pathologically, nor 
does it yield to the same therapeutic measures. Pseu- 
do-keloid or exaggerated scar differs from a true ke- 
loid in that the latter has marked irregularity in the 
disposition of the proliferating collagen bundles. 
Histologically, in the scar or pseudo-keloid, there ex- 
ists a perifollicular infiltrate surrounding the neck of 
the follicle. A plasmoma of the adjacent cutis is pres- 
ent, and finally a fibroma originates from the deep 
layers of the cutis. A cross section of keloid shows a 
dense, fibrous growth in which the bloodvessels and 
cells are widely separated. They possess a local mal- 
ignancy so pronounced as to make it certain that there 
will be recurrence when apparently successfully re- 
moved. Morrison believes that they are associated 
with sepis and tubercle of the chronic type; that on 
the skin, burn scars, which take a long time to heal, 
and scars resulting from tubercle, are their favorite 
sites. When one is subject to scar keloids, similar 
growths are often found in other parts of the body. 
In the mouth, they are called epulis, in the stomach, 
linitis plastica, in the small intestines, fibrosis, in the 
cecum, hyperplastic tuberculosis, though no. tubercle 
bacilli are present, in the pelvic colon, peri-diverticu- 
litis. 

The condition commences in the corium and may 


start spontaneously in the skin or in a scar. The 
yellow and darker races are more prone to the dis- 
ease than are Caucasians. Other than these racial 
characteristics to account; for this .condition, few 
theories have been advanced for the cause. From a 
series of experiments we believe that an internal se- 
cretion (an hepatic endocrine) may be accountable 
for the condition and basing treatment on this theory, 
a new therapy is laid before the profession for con- 
sideration. 

The fact that there are many cases, chiefly in the 
colored races which show extensive multiple keloid 
and at the same time flat scars from trauma, would 
indicate that the etiological factor is not at all times 
present in the same individual. “Thick-skinned” in- 
dividuals seem to be more susceptible than people of 
thin skin. 

Methods of treatment:—(1) Excision. (2) X- 
rays. (3) Electrolysis. (4) Thiosinamin. (5) In- 
jection of formalin. (6) Finsen ray. (7) Injection 
of creosote oil. (8) Exposure to radium. (9) Mas- 
sage and pressure. (10) Injection of bile. 

Most of the above methods of treatment have been 
used, many empirically, with varying degrees of suc- 
cess. One is tempteed to try excision in all cases of 
keloid. From experience, nothing does more harm, 
the keloid constantly returning, if anything, in a 
more malignant manner. Excision with transplanta- 
tion of the Ollier-Tiersch graft have produced little 
of good and much of poor result, in our hands. Much 
has been written by radiologists of the successful 
treatment of keloid by x-rays. Winfield reports sev- 
eral cases of successful treatment of keloid by this 
methed, as do several other radiologists. Gaucher has 
brought forward a treatment of keloids by Finsen 
rays, stating that ““The use of radio-therapy as a cure 
for keloids has the disadvantage of sometimes leav- 
ing the patient with radiodermatitis or ulcers of which 
the cure is long and difficult. For this reason, one 
has tried to achieve results with less dangerous chem- 
ical rays.” He quotes, in speaking of the Finsen ray 
treatment, three successes. Simpson states that pure 
keloids, especially those of young children, and ke- 
loids of recent formation, can often be resolved with 
selective doses of radium rays, i. e., within the amount 
of raying that causes little or no inflammatory reac- 
tion. The following is quoted from Simpson’s de- 
scription of his treatment: “Keloids mixed with scar 
tissue are more resistant to radium, but can generally 
be made to disappear by using doses that cause more 
or less destructive action. The exact doses necessary 
in individual cases it is difficult to state, but after 
some experience with different applicators is obtained, 
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an approximate estimate of the amount of raying 
necessary can often be given, especially if the clinical 
type of keloid is clear. 

“Pain is usually relieved at the same time with the 
resolution of the tumor. The apparatus and technique 
employed vary somewhat with the type of lesion. 
With keloids of considerable size, the varnish appli- 
cator is by far the best to use. For linear keloids, 
the radium tubes are convenient although the varnish 
applicators can be used by screening off the healthy 
tissue on each side of the keloid. 

“In practice the theoretic use of purely selective 
doses must often give way to the more rapid method 
of destructive doses. The general principle of using 
a sufficient dose to produce a slight but not excessive 
reaction is the one I usually follow. Repeated and 
strong reactions are usually unnecessary, and are 
liable to be followed by telangiectases”. 

Quite different is the experience of Albert Weil, 
who states, “Having observed that very strong 
screened rays seem destructive to neoformation, I 
have used systematically in all cases screens of 2 to 
3 mm. aluminum, and at each radiation I applied to 
the keloid one dose of 7 to 8 H, well limited by a 
plaque of lead to protect the healthy skin. Thus I 
cured a great number of children of keloid following 
tubercular adencpathy or accidental wounds. I use 
only the very strong rays produced by a Coolidge 
tube regulated to emit a spark equivalent to 21 to 24 
em. when it carries 1 ma8, or 2 milliamperes, screen- 
ed by 5 mm. of aluminum”. 

Thiosinamin in 10% solution, by injection, has 
been recommended by Tousey, Crocker, and Purnet, 
as useful, while Leloir and Vidal have recommended 
linear and punctuate scarifications, followed by the 
application of an antiseptic dressing of wet or dry 
boric acid. Both of these treatments have been 
found to produce but little of success in the hands of 
others who have tried them. Lesieur, in considera- 
tion of the predisposition of the scrofuleus cicatriza- 
tion, treated one hundred cases by the injection of cil 
of creosote, claiming good results. 

It will be seen from all of the above treatments, 
that their application has been founded on empiric- 
ism, rather than on scientific principles. In consid- 
eration of the fact that the favorite site of keloid is 
in a scar, sometimes only microscopic in character, 
and also in consideration of the fact that these trou- 
blesome growths appear to form more readily in the 
dark, thick skinned, scrofulous subject,, we have ap- 
proached the treatment of keloid from a rather dif- 
ferent basis. 


In an ordinary healthy individual, a wound is fol- 
lowed by a hemorrhage. The white cells appear to 
break up and set free prothrombin, which unites with 
the calcium chloride of the plasma to form thrombin 
or fibrin ferment, which acts on the fibrinogen of the 
plasma to form fibrin which, we are told by our 
physiclogists, holds the edges of the wound to- 
gether. The leucocytes seem to have a secondary duty, 
that of absorbing any blood clot or foreign matter 
present. Fibroblasts now supplant the leucocytes. 
These fibroblasts form permanent scar tissue. 


In people of scrofulous diathesis when attacked 
by tubercle bacilli, we find a somewhat similar pro- 
cess, 1. e., the bacillus gives off its irritating toxin, 
which acts on the connective tissue cells of the part, 
causing them to enlarge. These large connective tis- 
sue cells are known as epithelioid cell:. They are 
similar to fibreblasts. Their apparent duty i; to wall 
off further invasion by the attacking microorganism. 
One might well consider them keloid in character. 
A rather similar process takes place around any for- 
eign matter introduced into the body. This process 
is almost entirely lacking in one suffering from jaun- 
dice. Fibrin ferment is deficient. Epithelioid cells 
and fibroblasts have difficulty of birth. In the healthy 
individual this process is moderately present. In the 
scrofulous it is excessive. Ba-ing theory o1 these 
known facts we have recently been in the habit of 
removing skin sutures twenty-four hours after opera- 
tion to avoid scar formation. Such a procedure does 
not permit of sufficient time for fibroblasts to form 
around the subcuticular suture material used, and the 
results have been an absence of the formation of scar 
tissue. 


To prevent the excessive formation or tendency to 
keloid formation, infiltration of wounds and keloids 
by sheep bile is being tried in our clinics. At our re- 
quest, Burrough & Wellcome are preparing in their 
London laboratories a preparation of turtle bile. 
This preparation is being put up in ampoule form to 
be used not only in the prevention of scars following 
operations, but also for infiltrating keloid formations, 
and we hope to report even better results with this 
ingredient than with sheep bile. 

(To be continued) 


One cannot be a gynecologist and do his patients 
justice without constantly weighing the finer points 
in urology and having the facilities at hand to decide 
whether the patient’s chief complaints arise in the 
genital or in the urinary tract—Guy L. HunNEr in 
The Urologic and Cutaneous Review. 
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FULL TERM ABDOMINAL PREGNANCY— 
REPORT OF CASE. 
T. L. Deavor, M.D., 


Syracuse, N. Y. 


Mrs. L. B., a patient in the service of Dr. Leroy 
T. Geer, was brought to the People’s Hospital in 
January, 1916, with all the symptoms of tubal abor- 
tion. The family history was clear, and the patient, 
though fragile, had not previously passed through 
any serious illness. This was her first pregnancy, 
and menstruation had always been quite regular and 
free from pain. She had never undergone any sur- 
gical operation, and presented no congenital devia- 
tion of any kind. The heart action, though accele- 
rated to 140, was free from adventitious sounds. 
Systolic pressure 120; diastolic, 80; pulse pressure, 
40. Blocd examination showed marked reduction in 
red cells, and an ascending leucocytosis, with a 
hemoglobin index of 60. The lungs were normal; 
tonsils slightly enlarged and cryptic; teeth somewhat 
deteriorated. The urine showed a trace of albumen, 
with an ammonio coefficient of 5. Wassermann re- 
action, negative. 

The patient entered the hospital in a state of shock, 
due to internal hemorrage, as shown by the rapid 
pulse, air hunger, restlessness, subnormal tempera- 
ture and great pallor. Pregnancy had originated in the 
left Fallopian tube, and pain was increasingly severe 
in the left iliac region, where dulness, tenderness 
and point tenderness could be made out. There was 
no discharge from the uterus, either hemorrhagic or 
decidual. Vaginal examination was deferred from 


_ fear of producing further hemorrhage. The diag- 


nosis was made upon the history of the case, sudden 
onset, absence of marked rigidity, especially in the 
upper abdomen, the clinical picture of internal hem- 
orrhage and the fact that we were dealing with a ser- 
ious lesion, confined to the left side of the female 
pelvis. On the same ground, appendicitis and per- 
forating ulcer of the gastro-intestinal tract were 
easily ruled out. Certain other points in differential 
diagnosis are omitted here, since the conclusion 
reached at that time was subsequently verified. Men- 
struation two months previous was scant, and absent 
thereafter, making the period of gestation about 
seven weeks, 

After consultation with Dr. Geer, considering the 
patient’s condition in every way, it was very plain 
that immediate abdominal section was out of the 
question, even under local anesthesia. Transfusion 
could not be done for want of a suitable donor. 
Hemoplastin was not then available. Expectant 
treatment was therefore advised, the family concur- 
ring with much satisfaction. At the end of twenty- 
four hours, under absolute rest, ice to the lower ab- 
domen and small doses of morphine to allay irritabil- 
ity and sustain the heart, there was evidence that ac- 
tive hemorrhage had ceased. From that time on 
the patient slowly improved, so that consent to oper- 
ate was refused. 

After eight to ten weeks had elapsed, the patient 


had quite recovered from all urgent symptoms, and 
the anemia was beginning to disappear. Very soon, 
however, a symmetrical mass appeared in the pelvis, 
without pain or tenderness. The first thought was 
that we were dealing with an associated normal preg- . 
nancy, that in the tube having perished at the time of 
rupture. This belief was strengthened by the fact 
that at no time had there been either external hem- 
orrhage or expulsion of decidua. As the abdomen 
gradually enlarged, the patient got up and went 
about, with few unfavorable signs of any kind. Be- 
fore leaving the hospital, a bimanual examination 
showed that the small unimpregnated uterus was 
doubtless being crowded to the right by an advancing 
extrauterine pregnancy. Again operative treatment 
was refused. The case was carefully directed by Dr. 
Geer, and all arrangements made for probable future 
delivery by laparotomy. Palpation of the abdomen 
at various times gave information similar to that de- 
rived from normal pregnancy, except that the mass 
was high and always occupied a transverse position. 
Fetal heart sounds could be easily determined. 
Without any knowledge of the history here, the real 
condition could not have been suspected. As nearly 
as possible, the period of gestation was figured, and 
a date set for the operation, hoping to anticipate the 
onset of labor, and thereby save the child. Much to 
our regret, this plan was frustrated. The patient, 
feeling perfectly well, had gone into the country to 
visit relatives, and therefore came to the hospital sev- 
eral days late. 

On August 31st, the abdomen was opened and the 
patient delivered of a perfect male child, weighing 
seven and one-fourth pounds, which, however, had . 
been dead about twenty-four hours. The amniotic 
sac was complete, but widely adherent to the omen- 
tum and intestines. Parts of it could not be removed. 
The uterus was enlarged to three times the normal, 
though not materially softened. The placenta was 
fully twice the usual size and thickness, and was 
firmly attached to the sigmoid, the side of the uterus 
and the anterior abdominal wall. Its exact relation 
to the left Fallopian tube could not be disclosed. 
Every attempt at extraction was followed by such 
profuse hemorrhage, that it was impossible to go fur- 
ther. A gauze tampon was inserted, after the order 
of a Mikulicz drain, and the abdomen closed well 
around it. The patient was put to bed in a state of 
shock from loss of blood, but rallied well, and made 
a good recovery. She is well today, six years later. 
Ventral hernia did not follow drainage. 

COMMENTS. 


If a ruptured tubal pregnancy is not operated up- 
on at once—to wait, I believe, is the exception—ab- 
solute rest is essential, and must be carried out liter- 
ally to do any good. Both patient and nurse should 
fully understand the course to be followed. Rest of 
body and mind is needful. All visitors, whether 
relatives or friends, are to be kept away. The nurse 
must be tactful; born to inspire hope and confidence. 
The patient should not be allowed to attempt the 
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smallest move of hand or foot, or even slightly change 
her position in bed, for the first twenty-four hours. 
Mental anxiety, fear and apprehension will often ac- 
celerate the pulse rate, disturb clot formation and 
cause a fresh hemorrhage. The greater the anemia, 
the less the tendency to coagulation. The condition 
is rendered still more precarious by a swiftly moving 
blood stream in the presence of open vessels. 


Why does gestation terminate at a certain time, 
and what takes place to initiate the onsent of labor? 
Some believe that labor is the last link in a chain of 
circumstances. Others, that it is a natural process, 
and therefore must be so. But these are empty state- 
ments ; replies without explanations. Williams gives 
several reasons for the onset of labor. Among them 
are changes in the decidua, the effect of placental 
blood upon the nerve centers and increasing irrit- 
ability of the uterine muscle to intermittent contrac- 
tions. All these are very plausible theories. And yet, 
surrounding the whole matter is a good deal of mys- 
tery which has never been fully cleared up. One 
thing is certain. The offspring will die, soon after 
maturity, if not separated from its mother. In ab- 
dominal pregnancy, spontaneous delivery cannot oc- 
cur: hence the need of celiotomy. Early operation 
endangers the mother’s life; late operation, that of 
‘the child. 


Of more importance in this connection is the fact 
' that labor, in all types of pregnancy, is an end-result, 
and necessarily makes a profound alteration in the 
child’s environment. We are accustomed to think 
of labor as a period of great suffering. But may not 
labor, in its true sense, be a hidden process with pain 
and uterine contraction as outward manifestations. 
If pregnancy and labor are normal in every way, the 
offspring is expelled alive, with a chance to survive 
the vicissitudes of extrauterine life. Not so in ab- 
dominal pregnancy. Nevertheless, there comes a 
moment when gestation ceases and labor is ushered 
in, just as truly, perhaps, as with the uterine form; 
but, unassisted, disaster awaits its termination. The 
mother may be entirely unconscious of the change 
that is taking place. There is neither pain nor ex- 
pulsive effort. There is a mere syndrome, a quiet 
shifting of scenes. And the outcome is a silent 
tragedy ; for the child is lost in sight of home. 


It is imperative, then, in all cases of abdominal 
pregnancy going to full term, that we observe the 
‘patient closely during the latter days of gestation, 
and operate promptly, though not too soon, while the 
fetal heart sounds are yet distinct, and the move- 
ments of the child quick and well defined. 


LIGATION OF THE COMMON FEMORAL 
ARTERY; WITH REPORT OF A 
SUCCESSFUL CASE. 

L. R. Exrars, M.D., 


Ky. 


Anatomically the femoral artery begins at the lower 
border of Poupart’s ligament and terminates at the 
adductor foramen where it enters the popliteal space. 
For convenience of study the artery may be divided 
into three sections: (a) a superior segment in Scar- 


pa’s triangle, (b) a middle segment covered by the 


sartorius muscle, and (c) an inferior segment in 
Hunter’s canal. Its general direction may be indi- 
cated by a line drawn from midway between the sym- 
physis pubis and the anterior superior spinous pro- 
cess of the ilium to the posterior surface of the inter- 
condylar process of the femur. 

In the superior segment are the following branches: 
the superior epigastric, superior circumflex iliac, and 
the external pudic. This segment is covered by the 
skin, subcutaneous fascia and fat, the superior lymph 
vessels and glands, and the fascia lata. At the apex 
of Scarpa’s triangle the artery lies just below and to 
the inside of the sartorius muscle. Near the base of 
the triangle the femoral vein is to the inside of the 
artery but is underneath it at the apex. No large 
nerves accompany this segment of the artery. The 
femoral nerve passes under Poupart’s ligament in 
the sheath of the ilio-psoas muscle. 

The middle segment is the longest and is covered 
by the sartorius muscle throughout. The long saph- 
enous nerve accompanies it, and although not in its 
sheath, must be separated from the artery in liga- 
tion. The femoral vein lies under and to the out- 
side of the artery. : 

The inferior segment is entirely in Hunter’s canal. 
The femoral vein is behind and to the outside, but in 
the same sheath. The long saphenous nerve accom- 
panies it and lies above and toward the inside, but not 
in the sheath. 

Stimson states that during the half-century (prior 
to 1700) surgeons learned that it was unnecessary to 
amputate the leg of an individual because the femoral 
artery had been wounded; that ligature of the in- 
jured artery had been successfully practiced as early 
as 1646, and again in 1688, but it was not formally 
proposed as a substitute for amputation until nearly 
a century later, Surgeons had formerly laid too much 
stress upon the necessity of large collateral branches 
being present, “since it had been shown that the 
trunk of the femoral artery might be ligated in any 


part of the thigh without producing mortification of | 


the limb”. Even as late as 1710, however, surgeons 
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attempted the cure only of traumatic aneurisms of the 
brachial and temporal arteries following venesection 
(i. e., by application of the ligature) ; against popli- 
teal and femoral aneurisms they knew no resource 
except amputation of the limb; they had yet to learn 
that the femoral artery could be ligated without 
causing gangrene of the leg. 

Search cf available literature discloses no statis- 
tical information concerning any phase of this sub- 
ject. Bryant (Operative Surgery, 2nd ed..) says the 
results of ligation of the femoral artery have been 
given as follows: in thirty-one cases in which the 
common femoral was ligated the mortality was forty 
per cent.; the superficial femoral has been ligated 
two hundred and four times with a mortality of fifty 
cases. The artery has been ligated: (a) just below 
Poupart’s ligament, (b) at the apex of Scarpa’s tri- 
angle, and (c) in Hunter’s canal. During the opera- 
tion avoidance of the veins is important ; in Hunter’s 


canal the long saphenous nerve must also"be remem- 
bered. 
CASE REPORT.* 

R. H., male, aged twenty years, was admitted to 
the Louisville City Hospital as an emergency case 
during the night of April 1, 1920, having received a 
gunshot wound in the midline of the left thigh about 
one-half inch below Poupart’s ligament. 

There was a wound half an inch in diameter in 
the situation described from which blood was steadily 
flowing. The left leg looked blanched in comparison 
with the right, and no pulsation could be detected in 
the posterior tibial, the anterior tibial, or the popliteal 
artery. There was considerable shock. 

The patient was taken immediately to the operat- 
ing room and after exposing the external iliac artery 
above Poupart’s ligament temporary occlusion of the 
vessel was accomplished by rubber covered hemo- 
stats. The common femoral artery was then dissect- 
ed free, and was found to have been practically 
severed by the bullet. An attempt was made to per- 
form anastomosis of the femoral, but as further rup- 
ture occurred immediately on releasing the external 
iliac, it was deemed wise to resort to ligation above 
and below the perforation and await the outcome, 
which was done and the ordinary dressing applied. 

The leg was wrapped in cotton and treated on the 
expectant plan with the result that the patient lost 
only the plantar surface of three toes from dry gan- 
grene. During convalescence ischemic myositis of 
the calf muscles developed with a resulting toe-drop 
which was relieved by tenotomy of the tendo achillis, 

The patient was dismissed from the hospital June 
18, 1920. He has since remained in good physical 
condition and has gained several pounds in weight. 
Collateral circulation seemed adequate, the lower ex- 


*This case was briefly mentioned and the patient exhibited 
before a meeting of the Jefferson County (Kentucky) Medi- 
cal Society in December, 1920. The case record with dis- 
cussion will eventually appear in the Transaction of that or- 

ganization. 


tremity was properly nourished, and the man was 
able to walk comfortably. Under the circumstances 
I believe the result is all that could possibly have 
been expected. 

The following table is appended merely to show 
the development of collateral circulation after liga- 
tion of the common femoral artery: 

Above With: Below With: 
Gluteal from internal iliac; External circumflex from 


Deep circumflex from ex- _ profunda; 
ternal iliac; Pe: Internal circumflex from 
Obturator and sciatic from profunda; 


internal iliac; 
Commes nervi ischiadici. 


Current surgical literature contains few refer- 
ences to ligation of the common femoral artery for 
traumatic injuries, scrutiny of indices at my disposal 
covering the last five years revealing only one or two 
such examples recorded in this country. Certainly 
additional cases must have been observed during the 
period mentioned, but for some reason they have not 
been reported. In this connection the pertinent obser- 
vation seems strangely applicable that certain sur- 
geons are prone to prematurely publish their appar- 
ently successful results, whereas their failures are 
seldom recorded. 


Arteries of ham. 


REMOVAL OF CANCER OF THE TONSIL. 

An incision about 214 to 3 inches long is made at 
the anterior border of the sterno-mastoid muscle. The 
glands overlying the jugular are then dissected out. 
The facial vein is ligated in two places and then cut 
between the two ligatures. The external carotid 
artery is then tied off with a heavy ligature. The dis- 
section is continued on up in the neck until the pos- 
terior belly of the digastric muscle comes into view. 
The muscle is then pushed aside, as are also the stylo- 
hyoid and the stylo-glossus, when the superior pharyn- 
geal constrictor comes into view. The field of opera- 
tion is then changed to the throat. Through the 
mouth the tonsil and infiltrated areas are thoroughly 
dissected out. An incision is then made through the 
superior constrictor in the neck and a strong light is 
then thrown into the wound through the opening in 
the mouth and also through the opening in the neck, 
enabling us to thoroughly remove any portion of in- 
filtrated tissue that may be seen. This is especially 
looked for at the base of the tonsils, where it connects 
with the tongue. In the later operations we have then 
resected 2 or 3 inches of the sterno-mastoid muscle 
and the tissues about it for the purpose of preventing 
recurrence in the neck. The wound in the neck is 
then partly closed by retaining sutures after packing 
with gauze and the wounds are allowed to heal by 
granulation. JouHn McCoy in The Laryngoscope. 
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MELTZER-LYON TEST OF BILE- 
TRACT DISEASE. 
Several years ago the late Samuel Meltzer demon- 


THE 


strated that magnesium solutions applied to. exposed 


nerve trunks cause complete blocking peripheral to 
the point of application, and he introduced the intra- 
spinal injection of magnesium sulphate solution for 
the relief of tetanus spasms. Four years ago he pub- 
lished his observation that magnesium sulphate solu- 
tion, in the duodenum, relaxes the duodenal wall and 
Oddie’s bile duct sphincter, and he invoked the “law 
of contrary innervation” to explain a flow of bile 
from the gall-bladder into the bowel coincident with 
the relaxation of this sphincter. He suggested that 
the introduction of a concentrated solution of mag- 
nesium sulphate through a duodenal tube might re- 
lieve certain types of jaundice. 

B. B. V. Lyon, of Philadelphia, saw in Meltzer’s 
suggestion the opportunity for investigations that 
might prove of diagnostic importance and physio- 
logic interest, and during the past three and a half 
years he developed the procedure of duodenal in- 
tubation with magnesium sulphate solution in over 
300 cases. His observations have been published in 
the Journal of the A. M. A., September 27, 1919, 
and in various subsequert articles. 

Briefly stated, Lyon found that, after introducing 
magnesium solution into the duodenum there could 


be aspirated or siphoned therefrom in a definite or- 
der of succession bile of differing color and consis- 
tency. At first there appears the bile from the com- 


mon duct (“A” bile), then a darker, thicker (“B”) . 


bile, which Lyon asserts is from the gall-bladder, 
then a lighter (“C’’) bile from the hepatic ducts and 
finally the light yellow (“D”) bile from the liver it- 
self. Lyon finds that from the character of the bile, 
then, he can determine and locate an obstruction 
(e., g. in the cystic duct, which would prevent the flow 
of any B bile) and by an examination of the B bile, 
bacteriologically, cytologically and chemically, can 
determine the presence of gall-bladder disease. His 
deductions, as corroborated at operation, are impres- 
sive, indeed. 


Lyon has found in this procedure, moreover, not 
merely a helpful adjuvant in diagnosis, but also, as 
Meltzer had suggested, a valuable measure in the 
treatment of biliary affections by “internal drain- 
age”, as a substitute for surgery in some cases and 


“as a post-operative method of securing or maintain- 


ing cure in others. Indeed, Lyon’s recent articles 
indicate enthusiasm concerning the therapeutic value 
of internal biliary drainage by duodenal intubation 
with magnesium sulphate, and his case reports 
would appear to justify that enthusiasm. One case, 
among others recorded in his article in the Rhode 
Island Medical Journal, May, 1921, is a striking one 
as illustrating not merely the value of the method in 
treatment, but also the possibility of accuracy in his 
interpretations of the duodenal bile. This case was 
that of a woman who had a persistent fistula follow- 
nig a cholecystostomy for empyema of the gall-blad- 
der without stones, eight years previously. There 


were frequent attacks of severe pain, which appear- 


ed to be associated with accumulation of whitish mu- 
cus in the gall-bladder. Jyon obtained from the gall- 
bladder, through the fistula, and by drainage into 
the duodenum, bile of the same physical and cyto- 
logical characters, and in both specimens were re- 
covered streptococcus hemolyticus and bacillus coli. 
After a course of treatment by internal drainage and 
autogenous vaccines the infection and pain ceased 
and the fistula definitively closed. Lyon’s cases also, 
it is of interest to note, would appear to support to 
the doctrine of focal infections and to the value of 
vaccines in their treatment. 


So fascinating is the method of study that Meltzer 
and Lyon thus opened up, so important is it diagnos- 
tically, therapeutically and physiologically, that it is 
of great interest to see what other observers have 
done with it. Thus far, publications, other than 
Lyon’s, have been few. In the Journal of the A. M. 
A., June 4, 1921, Crohn, with the collaboration of 
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Reiss and Radin, report a careful study from the 
medical department and the laboratory of Mount 
Sinai Hospital, New York. They corroborate many 
of Lyon’s observations, tut have been unable to con- 
firm his determinations of “B bile” as secured by the 
duodenal tube. They find, from microscopic sec- 
tions taken from man and dog, and from observa- 
tions of the opened duodenum of anesthetized dogs, 
that the circular fibers cescribed by Oddie are not 
anatomically a sphincter but, nevertheless, that a 
sphincter action at the papilla of Vater is plainly 
demonstrable. Injecting methylene blue solution in- 
to the gall-bladder of dogs they were able to recover 
blue-stained bile from the then opened duodenum 
only after squeezing the gall-bladder, or by causing 
general abdominal contractions by faradization of 
the right vagus. 


No amount of magnesium sulphate caused any expulsion 
of the gall-bladder contents. A slight flow of light golden 
yellow bile, apparently liver bile, followed, but no contrac- 
tions of the gall-bladder, and no blue discolored bile ap- 
peared. This experiment was repeated on eight dogs with 
the same negative result. , 

Crohn made Lyon tests in 70 cases of gall-bladder, 


bile duct or related diseases, 20 of which he was able 
to follow to the operating table. 


After the magnesium sulphate lavage the flow of bile 
was truly more profuse and abundant, usually of a darker 
shade, varying from dark yellow or orange to a dark brown 
or deep greenish brown. After from twenty to forty minutes 
the shades of bile became again lighter, and within from 
three fourths of an hour to one hour returned to the original 
hue. This change took place in a large percentage of cases 
(65 per cent.) and was accompanied by a pathologic con- 
dition (stones or chronic cholecystitis) in 62 per cent. of 
these cases. In the remaining 38 per cent. of the cases, a 
definite change to darker and cloudier bile occurred after 
the lavage with magnesium sulphate, yet no pathologic con- 
dition was found at operation. 


In seven cases no change of color followed the 
lavage, which according to Lyon, would indicate ob- 
struction of the cystic duct. In three of these, stones 
were found in the cystic duct. In the other four cases 
no cause was found at operation to explain the phe- 
nomenon. 


Whence comes this- darker, heavier bile (“B” bile) 
which follows the lavage with magnesium sulphate? Is 
it really gall-bladder bile as contradistinguished from duct 
or liver bile? It is of some significance that 62 per cent. of 
the cases with change of color in the duodenal content after 
the saline lavage were associated with definite pathologic 
changes in the gall-bladder or with stones, or both. One 
may not necessarily infer from this that dark bile is sig- 
nificant of a pathologic condition of the gall-bladder, for the 
remaining 38 per cent of cases showed dark colored bile 
and yet the gall-bladder and ducts were pronounced normal 
at the operating table. It would, in addition, be difficult to 
reconcile with this conclusion a case in our series. This was 
one in which the gall-bladder had been removed at a pre- 
vious date; in this instance, one of post-operative stricture 
of the common bile duct, the bile before the lavage was 
light lemon yellow, while after the saline lavage it was a 
dark brown, mucoid and grumose liquid. As there was no 
gall-bladder present in this case, the change of color was 
evidently due to the flow of duct bile. 


* * * * The bile aspirated from the gall-bladder at opera- 
tion was nearly always darker, a deep dark brown shade, 
and more mucoid in consistency than the “B” bile in the 
duodenum. Microscopically, no similarity could be seen 
in the sediments of the two compared fluids. Often, on the. 
basis of finding detritus and numerous pus cells in the 
duodenal sediment of the secondary bile, we would predict 
chronic cholecystitis, and often correctly so. But on sedi- 
menting the fluid removed by aspiration of the gall-bladder 
at the operation, we could not find the same pus cells and 
characteristic sediment found in the “B” bile specimen. 
This should not be a surprising statement, for old chronic 
cholecystitis with or without stones and with adhesions is 
usually, at the operating table, a sterile process, at least 
as regards the finding of frank pus or visible bacteria 
within the gall-bladder lumen. We have received many such 
specimens and failed to find a purulent sediment or bac- 
teria. Then why should we expect to find them in the “B” 
bile, even if this “B” bile is gall-bladder fluid? If frank 
suppuration or an acute inflammatory process is present 
in this organ, the first result is a swelling and occlusion of 
the cystic duct. 


The last-mentioned condition is familiar enough 
to the surgeon ; but occlusion of the cystic duct is not 
found at operation with all grades of gall-bladder in- 
fection. That patency of the duct may be restored 
after the acute infection subsides is illustrated in 
Lyon’s case above quoted. 


While Crohn and his co-workers do not accept all 
of Lyon’s deductions, their observations corroberate 
his in a goodly percentage of cases. The discrep- 
ancies remain to be explained. Crohn has raised a 
rational doubt concerning the safety of postulating 
gall-bladder conditions from examinations of Lyon’s 
“B bile”, and it must be determined by others 
whether the method is as reliable as Lyon believes 
it is. Perhaps, like so many other tests in medicine, 
there are variations and exceptions that have to be 
taken into account. _Even so precise a biochemical 
reaction as Wassermann’s may be absent in syphilis 
and present in other conditions, but its value is very 
great indeed. Ehrlich first thought salvarsan would 
cure syphilis in a single dose; that it does not do so 
has not made us abandon it as a specific. 


Book Reviews 


Orthopedic Surgery of Injuries. By Various Authors. 
Edited by Sir Rosert Jones, K.B.E., C.B., F.RCS., 
Director of Orthopedics, St. Thomas’s Hospital; Sur- 
geon, Royal National Orthopedic Hospital; Consulting 
Orthopedic Surgeon, Royal Infirmary, Liverpool; 
Honorary Adviser to the Ministry of Pensions (Ortho- 
pedic Surgery). Royal octavo; Volume I, 540 pages, 
206 illustrations; Volume II, 692 pages, 267 illustrations. 
London: Henry Frowpe, Oxford University Press; 
Hopper & STOUGHTON, 1921. 

We recently reviewed a two-volume French work on 
“Chirurgie Réparatrice et Orthopédique” edited by Jean- 
brau, Nové-Josserand, Ombrédonne and Desfosses. “Ortho- 
pedic Surgery of Injuries” is a very similar work, also in 
two volumes, by British (and three American) authors. It 
is edited by the master, Sir Robert Jones, who has written 
the sections on Mal-union of the Femur, Ankylosis and Stiff 
Joints, and Flail Joints. 
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Volume I is devoted to the orthopedic surgery of injuries 
to the bones and joints. In addition to an interesting his- 
torical sketch of Hugh Thomas, by Arthur Keith and the 
three articles by Jones, it contains the following: The Pre- 
vention of Deformities, by Sir Henry Gray; Principles of 
Orthopedic Surgery as they Apply to the Military Need, by 
Joel Goldthwait (Boston); Simple Fractures of the Ex- 
tremitiés, by W. H. Trethowan; Splinting of War Fractures, 
by H. G. Carlisle; Ununited Fractures, by E. W. Hey 
Groves; Chronic Osteomyelitis, by R. C. Elmslie; Disabili- 
ties of the Shoulder and the Elbow by Naughton Dunn and 
S. W. Daw; Orthopedic Surgery of the Hand and Wrist, 
by Walter I. Baldwin (San Francisco) ; Disturbances of the 
Lumbar Spine and Pelvis, by F. C. Kidner (Detroit) ; Ankle 
and Foot, by David McCrae Aitken; Amputations, by Elms- 
lie; Organization of Centers for the Limbless, by Sir John 
Lynn- Thomas. 

Volume II contains eight articles, by well-known authors, 
on the anatomy of the peripheral nerves, the diagnosis, prog- 
nosis, operative and post-operative treatment, and end-results 
of injuries to the peripheral nerves; an article on Tendon 
Transplantations and Tendon Fixation in Irreparable Nerve 
Injuries by T. P. McMurray; Injuries of the Head and of 
the Spine, by E. Farquhar Buzzard and Percy Sargent; 
Functional and Reflex Diszbilities by J. le Fleming Burrow 
and W. Cuthbert Morton; Splints and Plaster, by Aitken; 
Plain Metal Splints, by R. Layne Joynt; four articles on 
Electricity, Massage, Ling System of Exercises, and Hy- 
drotherapy, respectively; and concluding articles on X-Ray 
Work, Organization of Curative Workshops and Organiza- 
tion of a Military Orthopedic Hospital. 

It will be seen that these many special articles, authorita- 
tive in origin, cover well the field of orthopedic surgery of 
injuries, based upon experiences in war casualties but, also, 
translated into the adaptation of those experiences to in- 
juries in civil life. They constitute a valuable treatise. 


Chirurgie de Guerre et d’Aprés-Guerre. Par AvGUSTE 
Broca, Professor 4 la Faculté de Médicine de Paris. 
Royal Octavo; 479 pages; 545 illustrations. Paris: 
Masson ET CIE, 1921. 

No surgeons in the war did more brilliant work, or made 
more important advances than the French. The medical 
literature—especially the books and the monographs, that 
have come out of France in recent years, numerous though 
they are, but commensurate with the achievements of French 


medical science, and are correspondingly important to the 


profession at large. 

The work before us is a single volume, rather closely 
printed, by a single author—Professor Broca. It is divided, 
as its title indicates, into two parts. The first deals with 
the early treatment of war wounds and infections of the 
bloodvessels, the brain, the spinal cord, the thorax, the ex- 
tremities. The second part is concerned with the treatment 
of late results—vicious unions, ankyloses, contractures, 
chronic osteomyelitis, amputation stumps, etc., with “ réédu- 
cations des mutilés’—what we have come to call “recon- 
struction treatment”. The work is enriched by a large 
number of case records. 

Professor Broca needs no introduction. In this volume 
he has given us not a compilation, nor a treatise, but a valu- 
able record of personal experience. 


Treatise on Fractures in General, Industrial and Military 
Practice. By Joun B. Roserts, A.M., M.D., F.A.C.S., 
Emeritus Professor of Surgery in University of Penn- 
sylvania Graduate School of Medicine; President of the 
American Surgical Association, etc. and James A. 
Ketty, A.M., M.D., Associate Professor of Surgery in 
University of Pennsylvania Graduate School of Medi- 
cine; Attending Surgeon to St. Joseph’s, St. Mary’s, 
St. Timothy’s and Misericordia Hospitals. Second 
Edition. Royal octavo; 755 pages; 1081 illustrations. 
Philadelphia and London: J. B. Lipprncorr Company, 
192I. 

Since the appearance ‘of the first edition of this work the 
chief developments in the treatment of fractures have been 
in the reversion to, and elaboration of, suspension-traction 
methods, and the subsidence—in favor of these and other 


methods—of the popularity of fixation by internal steel plates. 
The latter procedure, described in the work, is, however, con- 
demned by the authors as an operation of election. 

In the second edition of this thorough and richly illustrat- 
ed treatise, all the modernized methods of treatment, their 
indications and technics, are well described. The work is 
eminently practical, not merely in the directions for reduc- 
tion and fixation, but also in the presentation of 
the mechanical factors underlying. Historical considera- 
tions and bibliographic references are excluded, although 
names are referred to freely. There is a good chapter on 
fractures of the sesamoid bones and chapters on obstetric 
fractures and industrial and war fractures, respectively. 

Altogether, we find in this edition very much to praise and 
—barring some typographical errors—very little to criticise. 
Concerning fractures of the greater tuberosity of the 
humerus the authors advise, very properly, (page 325) that 
if the fragment is displayed upward and outward the arm 
should be placed in abduction and outward rotation. But 
they also say that if the fragment is not displaced the arm 
should be fixed to the chest. In this advise we cannot agree. 
Even if the fragment is not displaced it is better to employ 
abduction as a means of obviating the development of a 
“stiff and painful shoulder”. . 


Clinical Surgery by Case Histories. By Artuur F. 
Hertzter, M.D., Ph.D., F.A.C.S., Professor of Sur- 
gery in the University of Kansas; Surgeon to the 
Halstead Hospital, Halstead, Kansas, and to St. Luke’s 
and to St. Mary’s Hospitals, Kansas City, Mo. Volume 
I. Head, Neck, Thorax, and Extremities. Volume II. 
Diseases of the Abdominal and Genito-urinary Organs. 
Royal Octavo; 1106 pages; 483 illustrations. St. Louis: 
C. V. Mossy Company, 10921. 

These two volumes cover, indeed, a wide range of clin- 
ical surgery, interestingly presented by a great variety of 
case histories. Quite shorn of all irrelevant matter, they 
are very concise and, correspondingly, very readable. In 
many instances they are presented to show errors that could 
or actually did occur in diagnosis or therapy. “They rep- 
resent, not achievement on parade, but rather the sober 
after-thought .... they are intended to remind the reader 
. possible errors rather than to teach him how to avoid 
them... 

The cases are arranged regionally and each is briefly 
recorded under the captions: history, examination, diagno- 
sis, treatment, pathology, after-course, comment. Each case 
occupies but one or two pages of generous type, including 
illustrations. These, consisting chiefly of photographs, photo- 
micrographs and drawings, are abundant, and well executed. 

The reviewer has read through much of this work, with 
profit as well as with interest. It was a bit of a shock at 
this late day to find (page 372) the characteristic x-ray 
picture of a subbursal lime deposit in a case of subdeltoid 
bursitis interpreted as suggesting a bony change in the 
bursa. It is not surprising that Hertzler did not find the 
“bony change” because, although he “removed the wall” of 
the bursa he probably did not cut through its floor, beneath 
which, in or on the supraspinatus tendon, the deposit lay. 
Nevertheless the patient got well, which is also not surprising : 
in many cases subdeltoid bursitis can be cured without oper- 
ation and often the lime deposit, which may or may not be 
present, undergoes absorption. 


Surgery of the Upper Abdomen. By Joun B. Deaver, 
M.D., Sc.D., LL.D., F.R.C-S-, Barton Professor of 
Surgery in the University of Pennsylvania; Surgeon- 
in-Chief to the Lankenau Hospital; and Surgeon to the 
University Hospital, and AstteEy Paston Cooper AsH- 
HuRST, A.B., M.D., F.A.C.S., Associate in Surgery 
in the University Pennsylvania; Surgeon to the Episco- 
pal Hospital, Philadelphia; Colonel, Medical Reserve 
Corps, U. S. Army. Second Edition. Royal octavo; 
832 pages; 9 colored plates and 198 other illustrations. 
Philadelphia: P. BLaxiston’s Son & Co., 1921. 

The earlier edition of this work appeared in two volumes: 
the first, on the surgery of the stomach and duodenum, in 
1909, and the second, on the surgery of the liver, gall-bladder, 
pancreas and spleen, four years later. Since then a great 
deal has been added to the surgery of the upper abdomen, 
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operative and diagnostic (e.g., Polya’s method of gastrec- 
tomy, 0 cite but a single instance) and much that was then 


-obsolesicent is now obsolete. 


This work therefore required, and has received, very 
thor.tigh revision; indeed it appears to us to have been 
largely re-written. The result has repaid the great effort 
that must have been expended. It is now not merely an 
up-to-date and comprehensive exposition of the surgery of 
the upper abdomen, but also—more so than was the first 
edition—an interesting and attractive book. 

Pictorially, the work has been much improved. Some of 
the old illustrations have been discarded, and about 100 new 
half-tone and other drawings have been introduced 

Although much other new matter has been introduced the 
book has about 130 fewer pages than those in the two-volume 
first edition. This has been accomplished by adopting a 
larger and more attractive type-page, by omitting some obso- 
lete matter and the many pages of bibliography (the useful 
name index has been retained, however), and by condensing, 
or summarizing various statistical tables. Some of these 
have been replaced by the large statistical material which 
Deaver has developed in his own service at the Lankenau 
Hospital, Philadelphia. 


Diagnostik und Therapie der Knochen-und Gelenk- 
Tuberkulose. Von Dr. med. EuGene Kiscu, Privatdoz- 
ent der Chirurgie an der Friedrich-Wilhelms-Univer- 
sitat Berlin, Leitender Arzt der Heilanstalt fiir aubere 
Tuberkulose in Hohenlychen. Mit einem Vorwort von 
Prof. Aucust Bier. Imp. octavo; 284 seiten; 6 Tafeln 
und 361 Abbildungen. Leipzig: F. C. W. VoGEL, 1921. 

This work constitutes a piece of special pleading by a 
firm believer in the efficacy of the Bier treatment and helio- 
therapy in the treatment of joint tuberculosis, and is ex- 
tremely interesting to the American reviewer, accustomed 
to an entirely different viewpoint. Fifty-three pages, or 
about one fifth of the reading matter, are devoted to helio- 
therapy, and to “stauung.” The experimental evidence con- 
sists of clinical observation of cases in which these methods 
have been employed. The pathology is fragmentary, and 
is mostly drawn from former German writers. The refer- 
ences are scanty, and are mostly to writers of the same 
nationality. 

In the chapter on spinal tuberculosis Kisch dismisses 
the Albee operation with a few words, and does not 
mention the Hibbs operation. On the other hand, the 
author, a good clinical observer, has illuminated his text 
with excellent photographs and tables, and beautiful colored 
plates, and has described well the rationale and technique 
of heliotherapy. In the convalescent stages of the disease 
he recommends the elaborate Hessing braces. The book is 
well gotten up, and the x-ray plates are exceptionally good. 


Tuberculosis of Children. Its Diagnosis and Treatment. 
By Proressor Dr. Hans Mucu, Director of the De- 
partment for the Science of Immunity and for the Re- 
search of Tuberculosis at the University of Hamburg, 
Germany. Translated by Dr. Max RotuscuHiLp, Medi- 
cal Dirctor of the California Sanatorium for the Treat- 
ment of Tuberculosis, San Francisco and Belmont, Cal- 
ifornia. Small octavo; 156 pages. New York: THE 
MACMILLAN CoMPANY, 192I. 

Believing in the identity of the human and bovine types 
of tubercle bacilli, Much advocates more attention to the 
possibility of immunizing adults against tuberculosis by at- 
tacking the infection during childhood. He believes that 
whatever adult immunity exists results from the organic 
reactions to repeated exposures to the infective agent. No 
cure is possible therefore without an improvement of im- 
munity. 

The first part of the book discusses the author’s interest- 
ing theories concerning the nature and development of im- 
munity to tuberculosis and emphasizes the respective values 
of sera and cells and the existence of “partigens” as factors 
in supporting the action of tuberculin. 

The artigens are of three class: F, containing the fat- 
acid-lipoids; N, consisting of the neutral fats; A, an in- 
soluble residue probably formed of nucle-proteids. Much 
believes that the tubercle bacilli attack with four forces 


against which specific antibodies are formed, wherefore 
the partigen antigens are all required for producing im- 
munity and thus cure. 

The second part is devoted to an essay on tuberculosis of 
children, with a major consideration of glandular infections, _ 
the treatment of which Much regards as the starting point 
for controlling the disease. : 

If the theories propounded are corroborated and the 
author’s results are duplicated there will be an advance in 
the management of tuberculosis. Regardless of the future 
status of the theory and mode of treatment he has presented 
a stimulating and suggestive volume that merits the con« 
sideration of all interested in tuberculosis. 


Progressive Medicine. A Quarterly Digest. Edited by 
Hopart Amory Hare, M.D., Professor of Therapeutics, 
Materia Medica and Diagnosis in the. Jefferson Medical 
College, Philadelphia; Physician to the Jefferson Medi- 
cal College Hospital, etc. Assisted by Leicuton F. 
ApPLEMAN, M.D., Instructor in Therapeutics, Jefferson 
Medical College, Philadelphia; Ophthalmologist to the 
Frederick Douglass Memorial Hospital and to the Burd 
School, etc. Volume I, 1921. Octavo; 374 pages; illus- 
trated. Philadelphia and New York: Lea & Fesicer. 

The contents of this volume repay careful reading be- 
cause of the wealth of timely compilation with appropriate 
comments by the chapter editors. Especially valuable in Dr. 
Charles H. Frazier’s section on Surgery of the Head, Neck, 
and Breast are the portions devoted to cranial traumata, 
to the treatment of pituitary growths and to surgery of the 
thyroid and jaws. 

Dr. J. Ruhrah presents particularly interesting phases of 
encephalitis, the etiology of chicken pox, and rat-bite fever 
in the chapter on Infectious Diseases, including acute rheu- 
matism, croupous pneumonia and influenza. In the dis- 
cussion on Diseases of Children, Stafford McLean has placed 
stress upon problems of nutrition and the nature and mani- 
festations of malnutrition. 

Other sections include Surgery of the Thorax by George 
P. Muller and Rhinology, Laryngology and Otology by 
George M. Coates. 


The Oxford Medicime. By Various Authors. Edited by 
Henry A. Curistian, A.M., M.D., Hersey Professor 
of the Theory and Practice of Physic, Harvard Uni- 
versity; Physician-in-Chief to the Peter Bent Brigham 
Hospital, Boston, Mass., and Sir JAMES MACKENZIE, 
M.<‘D., F.R.C.P., LL.D., F-R-S-, Consulting Physician 
to the London Hospital and Director of the Clinical 
Institute, St. Andrews, Scotland. In Six Volumes. 
Volume III: Diseases of the Digestive System, Kidneys 
and Ductless Glands. Imperial octavo; 828 pages: illus- 
trated. London and New York: Oxrorp UNIversITY 
PREss, 1921. 

The general aspect and tone of this volume, as compared 
with Volume II, is distinctly better. The general average 
of the articles is unusually high, the space allotments are 
more reasonable and the choice of topics reveals a better 
consideration of the sense of values. The first article on 

Diseases of the Esophagus, by Channing Frothingham, is 

poor. The exposition is elementary, the text is hackneyed 

and there are no illustrations. Nor can we understand the 
sense of appending a so-called “bibliography,” in which no 
clue to the topics of the articles is given either in the refer- 
ence or in the text. The articles on Diseases of the Stomach, 
by Rehfuss, and on Ulcer of the Stomach and Duodenum, 
by Lippy, are well written. That on Diseases of the Intestine 
by Stockton, is satisfactory. The three succeeding chapters 
on Diseases of the Liver and Diseases of the Gall-Bladder 
and Ducts, by Sir Humphrey Rolleston, render distinction 
to this volume. If this volume contained nothing else, these 
articles would make it worth possessing. They are written 
with all the mastery of the subject that have made Rolles- 
ton’s text-book on Diseases of the Liver one of the medical 
classics. The aritcles on Diseases of the Pancreas by 

Joseph A. Pratt, and Diseases of the Peritoneum, by M. C. 

Pincoffs and Thos. B. Boggs, deserve exceptional praise. 

Christian, in his chapters on Nephritis probably gives as good 

a presentation as this much vexed subject will permit. Many 
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will differ with him in some of his contentions, We believe, 
for instance, that his classification of chronic nephritides 
into those with edema and those without edema is a step in a 
backward direction: we still believe that classification based 
on pathology is entirely feasible. Nevertheless, Christian gives 
a very fair and judicial presentation and never fails to 
emphasize the defects in the chain of evidence. If anything, 
Christian seems too timorous in setting down his own views. 
Much of the text in these articles is devoted to case reports. 
We question the value of teaching by the “case method” in 
a monographic system of medicine of this character. It 
seems to us that this space could be devoted profitably to a 
more thorough didactic exposition. War Nephritis, by Brad- 
ford, is a good article, but why was this topic chosen? The 
final three articles on Diseases of the Adrenal Glands, by 
Riesman, Diseases of the Pituitary Gland, by Horrax, and 
Diseases of the Thyroid and Parathyroid Glands, by Plum- 
mer, are all ably written. 


Dermatology. By J. Darter, Physician to the Hopital 
Saint Louis, Member of the Academy of Medicine, 
Paris, France; Honorary Member of the American 
Dermatological Association, etc. Authorized Transla- 
tion from the Second French Edition. Edited with 
Notes by S. Potiitzer, New York, Ex-President of the 
American Dermatological Association; Corresponding 
Member of the French Society of Dermatology and 
Syphilography, etc. Royal octavo; 769 pages; 208 il- 
lustrations. Philadelphia and New York: Lea & 
FEBIGER, 1920. 

ollitzer has done a service in making Darier’s Précis de 
Dcirmatologie available to the English-speaking profession. 
The translation, which may be spoken of as an American 
edition, since it contains many valuable notes by Pollitzer, 
is made from the second edition of the French work which, 
in turn, incorporated comments by Judassohn of Berne in 
his German translation of the first edition. This American 
edition is therefore largely representative of the dematologic 
practice of three nations. 

_ Darier’s work is not an advanced treatise for the specialist. 
It is written as a manual to which the student and the prac- 
titioner can turn for an adequate description of the derma- 
toses and their treatment rather than an exhaustive dis- 
cussion of their etiology and pathology. 

The arrangement of the work is as in the first edition. 
The first part (22 chapters) deals with Morphology of the 
Dermatoses, in which are classified and discussed the skin 
affections that are best described by their appearance, e. g., 
the erythemata, eczema, the papular dermatoses, keratoses, 
etc. The second part (9 chapters), Nosology of Dermatoses, 
considers those skin affections that can be described under an 
etiological classification,—artificial dermatitides, parasytic 
dermatoses, bacillary dermatoses, etc. An Appendix is de- 
voted to Therapeutic Notes. 

Pollitzer has added much to the value of the work by 
his many brief comments and occasional longer interpel- 
lations. The many illustrations are quite clear, consisting 
chiefly of well-reproduced photographs. There are four 
colored plates. 


Dermatology, the Essentials of Cutaneous Medicine. By 
WALTER JAMES HIGHMAN, M.D., Associate Professor of 
Dermatology, New York Post-Graduate Medical School 
and Hospital; Acting Associate Dermatologist, Mt. 
Sinai Hospital, New York; Adjunct Dermatologist, 
Lenox Hill Hospital, New York; Pathologist, Depart- 
ment of Dermatology, Vanderbilt Clinic, New York; 
etc. Royal Octavo; 482 pages; illustrated. New York: 
THE MACMILLAN Co., 1921. 

Highman’s aim has been “to present essenials succinctly 
consecutively, completely and simply, without sacrificing im- 
portant detail”. Citations from the literature and lengthy 
histologic descriptions are accordingly omitted. His presen- 
tation of the subject is based on a consideration of derma- 
toses as far as possible from the standpoint of internal 
medicine. After a chapter on etiology are two in which 
the author tabulates a classification of skin affections. These 
he divides broadly into the autochthonous and the non- 
autochthonous, which are grouped as hereditary or con- 


genital, and acquired. These are subdivided according to 
the producing agency, or other etiologic relationship. In 
the text Highman divides his subject under the following 
heads: pure dermatoses, consisting of five groups, which 
are described according to the skin reactions—a morpho- 
logical arrangement; parasitic diseases and infections, two 
groups, including non-infectious granulomata; neoplasms and 
nevi, two groups; diseases of the organs of the skin and of 
the mucous membrane, three groups; and syphilis. High- 


“man inveighs, against the term eczema and describes the 


eczematides as dermatitides, which they are. 

“Less important diseases appear in finer type * * * * to 
convey graphically their relative place among dermatoses”. 
A less graphic method would have accomplished the purpose 
sufficiently well; and this intermixture of larger and smaller 
type detracts much from the appearance of a book which in 
other typographic respects has nothing to commend it. We 
have seen few medical works, in many years, in which the 
type selections for headings and sub-headings are so dis- 
pleasing to the eye and so unhelpful. The choice of paper 
is correspondingly bad. The dull, unbleached pages on 
which the text is printed look all the worse by contrast 


with the white, finished pages on which are the half-tones 


(photographs) with which the work is illustrated. These are 
from the collections of Dr. John Fordyce and Dr. George 
Mackee. Instead of being opposite the text they illustrate, 
these photographs are gathered together in groups of four 
to ten pages and crudely “tipped in”. This appears to us to 
have had no other purpose than economy of make-up. The 
pasting and binding workmanship are in keeping. 

In reviewing books we rarely refer to these details, 
partly because they are less important considerations than 
the contents, but chiefly because nowadays medical books 
are usually printed in a manner that is pleasing and attractive 
if not, indeed, artistic. We could not refrain, however, 
from criticising the make-up of this manual for it seems a 
great pity that what is so good in substance should be made 
to appear so bad in form. 


Functional Nerve Diseases. An Epitome of War Ex- 
perience for the Practitioner. Edited by H. Cricuton 
Miter, M.A., M.D., Formerly Medical Offcer in charge 
Functional Cases, No. 21 General Hospital, Alexandria. 
Late Consulting Neurologist, 4th London General Hos- 
pital. Duodecimo; 198 pages. London: Henry FrowpeE, 
Hopper & STOUGHTON, 1920. 

An excellent volume picturing the origin and nature of 
the functional neuroses. The contributors have been 
allowed to maintain their individualities and in consequence 
there are varied interpretations of the same phenomena 
but fortunately without lessening the value or helpfulness 
of the general content. 

The Summary by William McDougall suffices to readjust 
the differences so that there is a clear understanding of the 
nature of the psychogenic factors and the basic physical 
and mental phenomena involved in functional disorders. 

The book takes a sane middle position with reference 
to most of the moot points in dynamic psychology. 

The articles are on a remartably high plane and com- 
kine to make the volume a distinct contribution to the 
literature of neuroses. 

Incidentally, a word of praise in merited for the intro- 
ductory analyses of each chapter which greatly facilitate 
an appreciation of the text. 


Feebleness of Growth and Congenital Dwarfism, With 
Special Reference to Dysostosis Cleido-Cranialis. By 
Dr. Murk JANsEN, O.B.E., Lecturer on Orthopedic 
Surgery, University of Leiden, Holland. Octavo; 82 
pages; illustrated. London: Henry Frowpe, Oxford 
University Press; Hopper & StouGHTON, 1921. 

An interesting little volume interpreting feebleness of 
growth as due to toxic influences and fatigue arising in 
pregnancy acting upon the fetus. The second section is 


devoted to congenital dwarfism, which is regarded as a 
special case of feeble growth due to compression and 
ischemia of flexible parts of the embryo and fetus. This 
is a valuable contribution to the study of the mechanical 
malformations arising during intra-uterine life. 


* 
t 
re 
q 
u 
n 
sl 
Of 
la 
m 
a 
co 
tir 
TI 
4 
oft 
if 
wa 
wo 


